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Many public health problems today
stem from the prevalence of chronic
disability and degenerative disease
in an ageing population. The man-
agement of illness and disability,
other than efforts to prevent or
postpone death, is a routine compo-
nent of much clinical practice. Clini-
cians are thus largely responsible for
managing chronic disease, and to
fulfil this role effectively and effi-
ciently they need epidemiologic and
community medicine skills.

However, a major gap presently
exists between the health needs of
the community and the training re-
ceived by health professionals. Phy-
sicians lack knowledge of the preva-
lence of many health problems, par-
ticularly those related to human be-
haviour; factors predisposing to psy-
chologic, social and physical illness;
and the effectiveness of current
methods of disease management. In-
creased importance needs to be
placed on such issues as quality of
life, patients' well-being and, the
multiple effects of chronic disease,
disability and ageing.' These issues
represent a new type of public
health problem that requires an in-
novative approach involving more
applied research, particularly in the
areas of primary care and communi-
ty-based management.

Recent publications on communi-
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ty-oriented primary care thoroughly
examine the concept of integrating
community medicine and clinical
practice.2-4 While primary care is a
particularly important area of com-
munity medicine, specialists in many
other fields can benefit from acquir-
ing community medicine skills: such
skills would facilitate the compre-
hensive management of the health
problems they are faced with.
Components of community medi-

cine and clinical epidemiology have
become part of residents' postgradu-
ate training in some clinical pro-
grams in Canada, and clinical epide-
miology and critical appraisal are
now routinely taught in a few pro-
grams in family medicine, internal
medicine, pediatrics, psychiatry, and
obstetrics and gynecology.* In addi-
tion, the College of Family Physi-
cians of Canada5 includes aspects of
community medicine and applied re-
search in its postgraduate training
objectives (limited academic re-
sources, however, make the attain-
ment of these goals difficult). These
developments are commendable, but
because of a lack of commitment in
terms of both postgraduate training
time and human resources, training
in applied research and community-
oriented clinical skills is not suffi-
ciently widespread. Furthermore,
there is disagreement about the role
of the specialty of community medi-
cine. Although some argue that the
programs in community medicine of

*Courses in clinical epidemiology and critical
appraisal have been started at McMaster
University's department of clinical epidemiol-
ogy and biostatistics in collaboration with a
number of clinical departments at several
Ontario universities. Within the last 4 years
the department has also conducted workshops
on critical appraisal for teachers that have
been attended by representatives from all
health sciences faculties in Ontario and from
faculties in other provinces and the United
States.

the Royal College of Physicians and
Surgeons of Canada should provide
postgraduate training in community
medicine skills, these programs pri-
marily provide training in public
health.

For Canadian clinicians to be-
come proficient in the management
of the evolving community health
problems of the 1 980s and 1 990s an
educational strategy in clinical com-
munity medicine is needed. It is
inadequate to establish educational
objectives if the means of achieving
these objectives are not provided. It
is insufficient to have residency pro-
grams in community medicine that
are nonclinical.

Definition of clinical community
medicine

I propose the following definition
of clinical community medicine: the
application of epidemiology and be-
havioural sciences to clinical prac-
tice for the purpose of providing
comprehensive and effective health
care. It comprises a group of basic
disciplines with application in vari-
ous degrees to all forms of clinical
practice but is not in itself a discrete
area of practice. Clinical community
medicine is very relevant to special-
ties such as pediatrics, psychiatry,
internal medicine and obstetrics.
The disciplines constituting clinical
community medicine form the basis
of much of the philosophy and defi-
nition of family medicine and have
their greatest application in family
practice.
The premise underlying this defi-

nition is that disease and illness are
not isolated phenomena but are in-
terrelated with the patient's social
and physical environment and there-
fore need to be addressed within this
context. Physicians must acquire
knowledge that will allow them to
better understand their patients' dis-
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orders and to manage these disor-
ders effectively and without added
harm. To do this physicians need a
combination of epidemiologic, clini-
cal and behavioural skills drawn
from both clinical and community
medicine.

Clinical community medicine can
be defined under seven headings.

* Prevention. This involves first
identifying patients with risk factors
that predispose them to chronic de-
generative diseases, accidents, men-
tal disorders and social problems.
This step is followed by recommen-
dation of effective treatment, if it
exists, or a trial of some unproven
strategy designed to lessen the risk.
These risk factors include obesity,
unhealthy eating habits, precocious
sexual intercourse with many part-
ners, smoking, excessive consump-
tion of alcohol, ineffective coping
behaviour and failure to wear a seat
belt.

* Screening. This involves *the
use of simple tests to identify pa-
tients needing thorough investiga-
tion for such disorders as bowel
cancer, breast cancer, cervical can-
cer, hypertension or congenital de-
fects.

* Diagnosis. This involves com-
prehensively defining the patient's
problem by including the relevant
economic, behavioural and environ-
mental, as well as medical, compo-
nents.

* Management. This involves the
use of plans and resources that fre-
quently extend well beyond the pre-
scription pad. These may include
public health services, community-
based allied health professionals,
transport services, voluntary societ-
ies, self-help groups, recreational fa-
cilities, social services, neighbours,
and friends and family.

* Measurement and evaluation
of the frequency distribution of par-
ticular types of health problems.
This provides a scientific definition
of health problems within a given
practice population. As the preva-
lence of many types of morbidity is
not known, much research needs to
be done in this area, especially for
practice populations with specific
characteristics, socioeconomic sub-
groups of practice populations and
particular types of problems, such as
functional incapacity and psychoso-
cial disability.

* Investigation of risk factors for
physical disease, behavioural mor-
bidity and maladaptation to chronic
disease. This allows the clinician to
identify patients at increased risk
both for disease processes and for
the loss of well-being that occurs in
response to disease or suspected dis-
ease.

* Evaluation of the effectiveness
of interventions. This incorporates
the evaluation of preventive mea-
sures, screening tests, diagnostic
tests and community management
strategies.

Strategy for training

The inclusion of training in clini-
cal community medicine in some of
the major clinical postgraduate pro-
grams could be achieved relatively
easily from the administrative stand-
point. The Royal College training
requirements for the specialties of
internal medicine, pediatrics, psychi-
atry, and obstetrics and gynecology
allow one relatively flexible year of
research, special study or basic sci-
ence appropriate to the clinical dis-
cipline. Similarly, a number of pro-
grams in family medicine support a
third year of training tailored to the
resident's interests and require-
ments. In both cases it would be
possible to design a year of clinical
community medicine training that
was directly applicable to clinical
practice in the particular discipline
and accredited and funded by the
parent program. In some instances
no added allocation of residency
positions would be needed. Such a
year should be planned by clinicians
and taught jointly by clinicians and
community physicians.
The implementation of a curricu-

lum in community medicine for clin-
ical residents should include three
important steps, the first of which is
faculty development. Clinical teach-
ers in a given. residency program
need to master the material to make
it relevant to their own field of
practice. Program administrators
would need to train faculty or ac-
quire teachers with excellent knowl-
edge of clinical epidemiology, beha-
vioural sciences and research meth-
ods. Once this stage had been satis-
factorily completed a primarily re-
search year in clinical community
medicine would have to be designed

for a few selected residents. Train-
ing in research needs to be carried
out initially because so little applied
knowledge exists concerning clinical
community medicine. The third
step, which would be implemented
gradually as knowledge developed,
would involve increasing the number
of residents admitted to the program
and emphasizing content knowledge
of disease management in addition
to applied research.

After completing a year of train-
ing in clinical community medicine
residents would proceed to certifica-
tion in their clinical specialty. They
would be primarily clinicians with
special interest and training in clini-
cal community medicine and would
not need to pursue added Royal
College certification in community
medicine unless they wanted double
certification.
The initiative and responsibility

for implementing this plan should be
taken by administrators of clinical
programs. The role of academic de-
partments of epidemiology should be
that of consultants or collaborators,
not principals.

This strategy would enable the
clinical sector of the medical profes-
sion to enhance its capacity to ad-
dress community health issues. Im-
plementation of a similar plan at
McMaster University and some
other Canadian universities is result-
ing in clinician-initiated applied re-
search, and increasingly clinicians
are directing educational programs
in clinical epidemiology for their
own residents. There would be sever-
al benefits associated with wide use
of this strategy. First, the training of
clinicians in community medicine
would focus attention on a relatively
underdeveloped area of clinical
practice. Second, community health
issues would be addressed to a
greater extent than they now are.
Finally, as existing resources are
probably sufficient for the faculty
development phase and for the in-
clusion of a research year in clinical
community medicine, implementa-
tion of this strategy would not re-
quire acquisition of new resources.

Summary

A large gap presently exists be-
tween the predominantly biologic
expertise of the medical profession
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and the complex mixture of biologic,
behavioural and epidemiologic com-
ponents of health problems today.
Furthermore, the development of
community medicine in Canada has
been relatively separate from that of
the clinical disciplines. To enable
clinicians to acquire the knowledge
and skills to manage these health
problems, much more community-
oriented research, applied behaviou-
ral science and clinical epidemiology
is needed within the clinical sector
of medicine.

I have proposed a definition of
clinical community medicine and
presented a strategy for training
clinicians in community medicine
skills that calls for administrators of
clinical postgraduate programs to
develop training in clinical com-
munity medicine. Residency pro-
grams in community medicine can-
not be expected to provide such
training given their nonclinical pri-
orities, which focus mainly on the
training of public health physicians.

This work has been supported by a
special health studies grant (RD 11 3C)
from the Ontario Ministry of Health.
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